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SUMMARY MENT ROVIDE GORRECT
:gxn‘gﬁ'?c (EACH nEF:csegg;Tr.Emsr s.ggggggﬁm m?poc tErcH con&sc%&" Aocfnon smuﬁ:ﬂae coMEnoN
TAG REGULATORY OR LSC IDENTIFYING RNFORMATION) TAG cRoss-REFEREggF%To THE APPROPRIATE Date
F 000 | INITIAL COMMENTS F 000
During the recertification survey and complaint

investigation (numbers 31 633, 30665, 31835)

conducted on August 26-28, 2013, at East

Tennessee Heaith Care, no deflciencies were

cited under 42 CFR PART 483.13, Requirements :

for Long Ferm Care, refated to the complaint

investigations.

F 202 483.12(a)3) DOCUMENTATION FOR F 202
58=D | TRANSFER/DISCHARGE OF RES F202

When the facility transfers or discharges z 483.12 (a) (3) Documentation for
resident under any of the circumstances specified

In paragraph (a)(2)(i) through (v} of this section, Transfer/Discharge of Res

the resident's clinical record must be
documented. The documentation must be mada - S8=D

by the residant's physician when transfer or
discharge Is necessary under paragraph (a){2)(j) Requirement:
Or paragraph (a)}{ZXii) of this section; ;nd a
physician when transfer or discharge is necassary f facility transfers or
under paragraph (a}(2)(iv) of this section. ;:sl::zrgzea m(;gt under and of

the circumstances specified in
This REQUIREMENT is not met as evidenced paragraph (2) (2) (i) through (¥) of
by: . . \ . .
Based on medical record review and interview this section, the resident’s clnu'rc;lc
the facility failed to ensura the discharge record must be documented.
-ABORATORY DIRECTORS OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE THLE : £X0} DATE

aficiency ending wit ] itis datermnined that
d statemant mmanaslezisk{‘)dmtesadeﬁdensywmmemﬂmmnmaybamadﬁnmmm&mpmﬂmm
xﬂ%rsafsgmrdsprovldesumdemptolacﬂontougpaﬁenb. (si:emm) %&mmﬁ&wﬁswmammwmdﬁ

f survey whather or not a plan of comection provided. nurg . pians of comrection are disclosable
gmﬁmﬁﬂgm these dnmmﬁsare%adaavaiaﬂahﬂnefacﬂlty. if deficiencles are cited, an appraved plan of carraction Is requisihe to contiaed
rogram parficipation.
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CENTERS FOR MEDICARE & MEDICAID SERVICES OM; NO. mg‘ _
STATEMENT OF DEFICIENGIES (X1} PROVIDERYSUPPLIER/CLIA {X2) MULTIFLE CONSTRUCHON (X3) BAYE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING ’comsren

445457 B. winG
08/28/2013
NAME OF PROVIDER Oft SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
T 465 ISBILL RD
EAST TENNESSEE I-IIEALTH CARE MADISONVILLE, TN 37354
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION )
PRE EACH DEFICIENCY MUST BE PRE: BY CORRECT
TAG | REGULATORY OR Lot I s SO BY FUL e foset ED10 THE APPRORFLTE oae
ENCY)
. | l
F 202 g“""““efa:::‘m page 1 for F 202 ' docwmentation must be made by the
ocumen was avallable for two residents e "
(#18, #86) of twenty discl ) residents n?mdem s physncmn when transfer or
| reviewed, discharge is necessary . under
. paragraph  (2)(2){i) or paragraph
The findings included: (@{2)(i) of this section; and a
Medical record review reveated Resident #18 was physician when transfer or discharge
admitied to the facility on March 14, 2013, and s necessary under paragraph
discharged to home on April 15, 2013, ‘ (a)}(2)(iv) of this section.
Medical record review revealed Resident #86 was .
admitted 1o the facility on April 12, 2013, and L. Staffing Coandinator
discharged on April 30, 2013. completed DC summary for
. residents #18 and #86 on
Confinued raview of the medical records revealod 9/10/13
no documentation of discharge summary for i
residents #18 ang #Bg. mmary 2. 100'% audit of all DC charts
’ L from 1/1/13 through present
nterview with Licensed Practical Nurse #2 on 3 b
August 26, 2013, at 3:26 p.m., In the haliway, “mpl"wg ok ¥
confirmexd there was no discharge summary Staffing Coordinator.
documented for residents #18 and #86, 3. ADON In-serviced Staffing
F 272 | 483.20(b)(1) COMPREHENSIVE 2 Coordinator on 8/26/13 that
S5=D | ASSESSMENTS DC summary to be
The facillly must conduct initially 2nd periodically completed within 48 hours of
& comprehensive, accurate, standardized resident discharge.
reproducible assessment of each resident’s .
functional capacity. 4. DON or _Dursing
management to review DC
Afaclity must make a comprehensive summary audit in daily QA
assessment of a rasident’s needs, using the M-F for 30 days then weekly
resident assessment instrument (RAI) specified _ for 3 then biweekly . '
by the State. The assessment must include at or 3 months, then biwee el
least the following: for 1 month until substantial |
| identification and demographic information; compliance is achieved. If P
{ Customary routine; : . HE
| Cognitive patterns: compliance is not met the
EventID:813311 Faoilily i TNG201 If continuation sheot Page 2 of 31 .
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i
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPRQ
-SENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0995 0o
STATEMENT OF DEFICIENG
AND PLAN O mES x1) l;ggTWDIFmgﬁmEmm ﬁumrm CONSTRUGTION (X3) DATE SURVEY
445457 B.WiNG 08/28/20%3
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, GITY, STATE, ZIP CODE
EAST TENNESSEE HEALTH CARE 496 ISBILL RD
i MADISONVILLE, TN 37354
X4} 1D Ea sm\r s*msmu;gp DEFICEECBI'E?: " D PROVIDER'S PLAN OF CORRECTION )
p?ﬁFe'x REGULATORY OR LSC IDENTIFYNG INFORMATION) P??sm caoss.a?é_'émm TO mea%momﬁ'e DATE
DEFICIENCY)
F 202 | Continued From page 1 ! F 202! Administrator/Nurse ’
documentation was available for two residents Mana il re
v . gement team will re-in-
'(:1 8, #3(?) of twanty discharged residents ice and continue
monitoring unti! substantial
The findings included: compliance is achieved. Completed &
mp ¥
Medical record review ravealed Residant #18 was
admitted to the facility on March 14, 2013, angd 09/20/2013
discharged to home on Aprit 18, 2013,
Medical record review reveajed Resident #86 was
admitted {g the facility on Apsil 12, 2013, and
discharged on Agril 30, 2013,
Continued review of the medical records revealad
no documentation of a discharge summary for
residents #18 and #86.
interview with Licensed Practical Nurse #2 on
August 28, 2013, at 3:26 p.m., in the hallway,
confirmed there was no drscharge sum
documented for residents #18 and #86,
F 272 483.20(b)(1) COMPREHENSIVE F272(| F272
S$=D | ASSESSMENTS .
' 483.20 (b) (1) Comprehensive
The facililty must conduct initfally sind periodicaily Assessments
8 comprehensive, accurate, standardized
reproducible assessment of each resident’s
functional capacity. , 58=D
A facllity must make a comprehensive nirement:
assessmont of a résident's needs, using the
resident assessment instrument {RAl) specified - initiall
by the State. The assessment must include at The facility must conduct ¢
least the following: and periodically a compre enswe,
Identification and demographic information; accurate, standarndized reproducible
Cuslorpary routine; assessment of each resident's
Cognitive patterns; functional capacity, )
Fonucus-zsenaz-aojmuswrsbmmm Event iD: 813311 Faciity ID: TNB201 i continuation shaet Page 2 of 31
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FQ MEDICARE & MEDICAID SERVICES OMB NQ, §938-0391
ﬁm'rsﬂﬁnﬂgsi’ DEF*%I‘_ErFOGNIES ) DM%D#U&&% :tz;uwu.me CONSTRUCTION £X3) DATE SURVEY
445457 B WiNG 08/28/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
TENN H TH CARE 465 ISBILL RD
EAST TENNESSEE HEAL MADISONVILLE, TN 37384
SUMMARY STATEMENT OF DEFICIENCIE PROVIDER'S PLAN OF CORRECTION (X8)
igg‘é)Flooc {EACH DEFEESO? MUST ngRECEDED BYiULL PRE'FD( {EACH CORREGTIVE ACTION SHOULD BE Om&LTEEmN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFEREDNgFElgTo THE APPROPRIATE .
F 272 { Continued From page 2 F272 . l
Communication; I. Resident #55 MDS.
Vision: _ assessment for 5/2/13 wag
gloodhoand belhav;fr bg‘aﬂerns; modified on " 9/1 1713 1o
sychosocial wa ng; .
Physical functioning and structural problems; reflect accurate weight by
Continénce; THM MDS Consultant,
Disease diagnosis and health conditions: Resident #75 MDS
Dental and nutritionat status; assessment for 5/24/13 wag
Skin conditions; X
Activity pursuit; modified on 8/27/13 to
Medications; reflect  bilateral lower
Special treatments and procadures; extremity functiogal
Discharge potential; ) limitation by MDS
Documentation of summary information regarding -
the additional assessmem performed an the care . Coordinator.,
areas triggered by the completion of the Minimum 2. 100 % audit of cnrrent MDs
Data Set(MDS): and ) _ ass ent of all res
Documentation of participation in assessment. casm dents
- . was completed by 9/16/13 by
THM MDS Consultang,
1 | 3 THM MDS Consultant in. |
serviced/educate MDS
Coordinator/Backup MDS
- Coordinator and al} members
i IREMENT is not met ldenced ! ..o,
g'!yzls REQUIREMEN not met as evide ' of Ins erdxsclphnmy Team
Based on medical record review and interview, (IDT) regarding accuracy
the facility failed to accurately assess significant and importance to review
weight loss for one resident (#55), and failsd to documentation  prior to
accurately assess the bilateral lower extremity prio;
contractures for one resident (#75) of thirty-one completion of MDS
residents reviewed. Assessment on 9/12/2013,
The findings included: 4. Nurse Management or THM .
MDS  Consultant i
Resident #55 was admitted to the facility on April complete  audit f walllu
4, 2013, with diagnoses including Coronary Artery o 2
Disease, Peripheral Arterial Disease, History . i
Facility 1D: TNS201 ¥ continuation sheet Page 3 of 34
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES OMB NO. 00380301
STATEMENT OF DEFIC {X1} PROWVI {X2) MULTIPLE CONSTRUGCTION TE SURVEY
AND PLAN OF CORRECTION MENTIFICATION NUMBER: A BJU!LDING {xa,gonwfgrgo
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE ]
EAST TENNES 483ISBILL RD
NESSEE HEALTH CARE ISONVILLE, TN 37354
(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION pes)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FaL PREFiX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
- DEFICTENCY)
F 272! Continued From 3 27 essmen ;
Deep Vein Thromp:c?seis Aortic Stencsis, and rere comp}eted ass- s daly
OCropharyngeal Dyspha'gia. ’ M-F in Morning Q{‘ for 30
days then weekly for 3
Review of the Admission Minimum Data Set months, then biweekly for 1
{MDS) dated April 11, 2013, revealed the resident month  until  substantial
weighed 127 pounds with no weight loss or gain, compliance is achieved. I
Medical record review of the Patient Weight compliance is not met the
Racord revezled the following weight in pounds: Administrator/Nurse
1.) April 4, 2013, Admit 127.2: . Management il .
2,) April 15, 2013, 121, a loss of 6 pounds or 4.7 8 Wil re-n-
percent (%); and service and continue !
3.) April 22, 2013, 120, a loss of 7 pounds since monitoring until substantia}
admission or 5.5%, a significant weight loss. compliance is achieved, Completed By:
Review of a& Registered Dietitian's (RD) note 03/20/2013
dated April 24, 2013, revealed "...Resident
referred to RD 1/t (related to) significant weight
loss since admission. Admission welght 127.2#
(pounds), current weight 120#...”
Review of the 30 day Prospective Payment
System (PPS) assessment dated May 2, 2013,
revealed the resident weighed 120 pounds with
no weight foss or gain,
interviow on August 28, 2013, at 11:00 a.m., with
the MDS coordinator and the Distary Manager, in
the MDS office, confirmed the facility failed to
accurately assess the significant welght loss on
the thirty day PPS.
Resident #75 was admitted on January 7, 2012,
and readmitted on July 7, 2012, with diagnoses
including Hypertension, Cirrhosis, Aphasia, Head
Trauma, Right Hemiparssis, Neurogenic Bladder,
and Decubltus Ulcer. )
Medical record review of a Quarterly Minimum
Event ID:813311 Fackhy ID: TNG201 If continuation shest Paga 4 of 31
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 09/04/2013

FORM GMS-2567{02-89) Pravious Versions Obsokty

FORM AFPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES - OMB NO. 0938-0301
STATEMENT OF DEFICIENGIES {X1) PROVIDER/BUPPLIER/ICLIA MULTIPLE GONSTRU (X3} OATE SURVEY |
memmO Comienor |7 GRee | o " s
NAME OF FROVIDER OR SUFPLIER . STREET AGDRESS, CITY, STATE, 2P CODE
465 ISBILL RD
EAST TENNESSEE HEALTH CARE MADISONVILLE, TN 37354
(343 B SLIMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE TN
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG TO THE APPROPRIATE DATE
BEFICIENCY'}
F 272 | Continued From page 4 Far2
Data Set (MDS) dated May 24, 2013, revealed
the resident required extensive assistance with all
Activities of Dally Living (ADL’s), and had
functional limitation in range of motion on one
side in the lower axtremity.
Obsearvalion on August 26, 2013, in the resident's
room, revealed the resident lying in the bed with
bilateral contractures of the lower extremities.
Interview with the Director of Nursing (DON) on
August 26, 2013, at 2:50 p.m., at the Nurse's
Station revezled the resident has biateral
contractures in the lower extremities. Continuad
interview confirmed the facllity failed to accurately
assess the resident's contfractures.
F 278 | 483.20(d), 483.20{k){(1) DEVELOP F 279
$8=D | COMPREHENSIVE CARE PLANS F 279 483.20 (d), 48320 () (1) |
. _ Dev, hens g
A facility must use the results of the assessment C clop Compre ive Plan of
to develop, review and revise the resident’s are
comprehensive plan of care,
SS=D
The facility must develop a comprehensiva care
plan for each resident that includes measureble Reguirement:
objectives and timetables to meet a resident's
rmedical, nursing, and mental and psychosoclal -
needs that are identified in the comprehensive A facility must use the results of the
assessment. _ assessment to develop, review and
_ ' revise the resident’s comprehensive
The care plan must describe the services that are plan of care,
to be furnished to attain or maintain the resident’s
highast practicable physical, mental, and A facility must  devel a
psychosocial well-being as required under comprehensive care plan fO:p each :
§483.25; and any services that would otherwise resident that includes m bl |
be required under §483.25 but are not provided | objecti d timetabl casurable
due to the resident’s exercise of rights under | OHEslives and timetables to meet a
§483.10, including the right {o refuse treatment
Event ID;8r311 Faciity ID; TNS201 If continuation sheet Page 6 of 31



. - PRINTED: 08/04/2013
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
N

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA [ (X2) MULTIPLE CONSTRUGTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING
445457 B.WING
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, 2W CODE
EE c 455 1SBILL RD _
EAST TENNESSEE HEALTH CARE MADISONVILLE, TN 37254
(X4) D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORRECTION 0cs)
PREFIX EACH DEFIGIENCY MUST BE PRECEDED RY FULL PREFIX {EACH CORRECTIVE ACTION SHOWLD BE COMPLETION
TAG é&ammﬂigron LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
F 279 Continued From page 5 F279]| resident's mearcas, nursing  and
under §483.10(b){(4). mental and psychosocial needs that
are identified in the comprehensive
. assessment,
This REQUIREMENT is not met as evidenced
by: . 1, Resident # 23 Care
Based on medical record review and interview u:j;t::; irzl 8128 {;‘:l:?; w::
the facility failled to develop a care plan to flect : !
address incontinence for one resident (#23) of | retlect current incontinent
thirty-one residents reviewed. status by MDS Coordinator.
_ 2. 100 % audit of all current
The findings included: resident care plans will be
. completed by 9/20/13 by
Resident #23 was admitted to the facility on THM MDS Consultant,
January 18, 2012, with diagnoses including
Cerebral Vascular Accident, Diabetes, 3. Administrator/DON in-
Hyperiension, and Depression, serviced MDS and licenseg
nurses  regardi
Medicat record review of a Minimum Data Set compleﬁonga;f nfss acc":z::
(MDS) dated May 9, 2013, revealed " ,..resident _ and care plan on 9/16/2013,

occasionally incontinent of urine and always If any o issed the 1
urse miss in-

continent of bowel. Continued medical record

review of a MDS dated May 23, 2013, revealed ™ service, he or she will be jp.
...resident usuelly incontinent of bladder and SCTVICed prior to retumn o
always Incontinent of bowel...” ino::;r.ﬁ A;;:g’ new hires will be
Interview and record raview of the resident care otientation, during
plan fast updated July 10, 2013, with the Asslstant ! -
Director of Nursing on August 28, 2013, at 11:46 ' 4 hN{ngsSc Ma(n:agemet;:;tor THM
a.m., in the facility conference room confirmed _' 1 onsul will
the care plan failed fo reflect the resident's complete audit of all
tncontinence. completed/revised care plans
F 280 | 483.20{d)(3), 483.10(k)(2) RIGHT TO ) daily M-F in Morning QA
$5=D | PARTICIPATE PLANNING CARE-REVISE CP ;‘for go days and then weekly
or 3 months, then biweekly
The resident has the right, unless adjudged for 1 month unti] sub .
incompetent or omenvisle fougfd l; bseat o ¢ compliance is achiey edmal. I Completed By:
incapacitated under tha laws of the State, to \ ;
participate in planning care and treatment or compliance is mot met the 09/20/2013
FORMICMS-QSB?(M}PWMVMM Obsolete Event I 813311 Facliity 12 TNG201 If continuation sheet Page 8 of 31



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 09/04/2013
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES
[sTaremenT oF oericiencies Joct) ProvioEmsUPPLERICIIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

{X2) MULTIPLE CONSTRUGTION

DMB ND. 0538 04304

A BURDING
48457 B wina 08/28/2013
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CiTY, STATE. 2P CODE
EAST TENNESSEE HEALTH CARE 4G5 ISBILL RD
MADISONVILLE, TN 37354
{(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 1x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 280 | Continued From page 6 ) M ‘d"m’m‘geﬁ:n“:'mwmﬁf rein
changes in care and treatment. _ sem: ce and continge
A comprehensive care plan must be developed [ monitoring until substantial Compiated By:
within 7 days afier the completion of the I compliance is achieved. 0o/20/2013
comprehensive assessmant; prepar?‘d by an F280 F286
interdisciplinary team, that includes the attending 5
physician, a registered nurse with responzibility 48320 (4) (3), 483.10 () (2) Right
for the resident, and other appropriate staff in to Participate, Planning Care —
disciplines as determined by the resident's needs, - Revise CP
and, to the extent practicable, the participation of S8=b
the resident, the resident’s family or the resident's Requirement;
legal representative; and periodically reviewed . .
and revised by a team of qualified persons after T!fe remd?nt has the right, unless
each assessment. adfudged incompetent or otherwise
found to be incapacitated under the
laws of the State, to participate in
: planning care and treatment or
;’his REQUIREMENT is not met as evidenced changes in care and treatment A
y: .
Based on medical record review, observation, comprehenm‘te care plan must be
and interview, the facility failed to revise the care developed within 7 days afier the
‘plan to address the use of hand splints and/for completion of the interdisciplinary
:ai;,c:oéhs :”ci:r one resident (#29) of thirty-one team that includes the aftendin g
| resicents re ) physician, a registered nurse with
The findings included: responsibility for the resident, and
other iate staff in discipline:
Resident #28 was admitted to the faciity on o 4 app“’.l;":d by the A
February 22, 2012, with readmission on June 21, eterm ldent’s
2013, with diagnioses including Diabetes Mellitus, - needs, and to the extent practicable,
Bl-Polar Disorder, Schizophrenia, Ch;ortr;}ig Alria)  the participation of the resident, the
Fibriliation, Aspiration Pneurionia, Mol S . . .
Obestty, and Coronary Artery Disaase, : resident’s fam.llj.l or the residents
_ | legal representative, and periodically
Medical record raview of the Nurse's i reviewed and revised b
Admission/Readmission Assessment dated Juna qualified ons Y 4 team olf
21, 2013, revealed "...Contractures: Hand pers after  eac
{Right)..." assessment. _
Event [0: 813311 Facility ID: TNa201 If continuation sheat Page 7 of 31
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DEPARTMENT OF HEALTHAND HUMAN SERVICES
CENTERS R MEDICARE EDICAID SERVICES

PRINTED: 08/04/2013
FORM APPROVED

OMB NO. (0838-0391

FORL CMS-2562(02-00} Pravious Varsions Dbsclste

m’fmlgg DEFEJEHN.QNES o mmm%wg m T;:;:.E CONSTRUGTION (X3) DATE SURVEY
445457 B, WiNG 08/28/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CTTY, STATE. ZIP CODE
466 ISBILL RD
EAST TENNESSEE HEALTH CARE MADISONVILLE, TN 37384
(X4} 1D SUWMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION )
¥ EACH GORRECTIVE AGTION SHOULD BE COMPLETION
o | AESiNom on Lot B gy | PEEX | SChcommE TG ate | ool
DEFIGIENCY)
F 280 | Continuad From page 7 F 280 I. Resident # 29°g care plan
Medical record review of the June and July 2013, updated 8{”‘,2013 to include
Recapitulation Orders revealad "Keep padding hand splints/washcloths by
with placing 1 washcloth to both palms to :(eep MDS Coordinator.
nails from digging in palms. Monitor daily. 2. 100% audit of all care plans
Medical record review of the Admiission Care Plan was completed by 9/20/2013
dated June 21, 2013, revealed *...Problem: by THM MDS Consultant.
Contractures-hands+oll to palms...* 3. Administrator/DON and
Medical record review of the current care plan hj‘ Lﬂmﬁsljdm-iemced MDS ‘.md
dated July 10, 2013, revealed the facilty failed to uses  regarding
address the hand contracture and the washcloths accurate completion/revision
and/or splints application. : of care plans on 8/30/2013
and 9/16/2013. If any nurse
Review of the Uﬂ&a’.‘?& I":‘:ertse Aidelad missec} the in-service, he or
-, Contraotuton Mo e Furthe review she will be in-serviced prior
revealed the hand spiints and/or washcloths ]tol- cotum ﬂtlo “';‘;rk‘. Any new
w 1n-serviced
application were not addressed, daring orientation.
Review of the nurse alde cars sheet, updated on 4. Nurse Management or THM
July 29, 2013, revealed the splints and/or MDS  Coosultant i
washcloths application were not addressad. complete andit of all
completed/revised
Medical record review of the tetephone order da:JIylp M-F n‘:ﬂ Mon;c.'::gplg:
daled August 21, 2013, revealed "Keep padding for 30 days and then w cekl
with washcloth or inflatable short hand orthoses for 3 mocet then bimcay,
to both hands to keep nafls from digging into L 2 months, then biweekly
palms. Monitor daily.” for llmonth until substantial
compliance is achieved. If
Observation on August 28, 2013, during the lunch compliance is not met the Completed By:
meal in the dining room, revealed the resident in Administrator/Nurse
& geri-chair, prior to and during the resident being Management  will re<in- 09/20/2013
fed, with no hand splints or washcloths in the service d tin
hands. Further observation through out the day, .~ Aand - continye
of the resident in the resident's room, whlle in bed monitoring until substantial
or in the geri-chalr, revealed the resident did not compliance is achieved.
have hand splints and/or washcloths applied,
Event ID:813311 Facifty ID: TNG204 iIf continuation shest Page 8 of 31



PRINTED: 06/04/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
_CENTERS FOR MEDIC D SERVICES QMR NQ.
STATEMENT OF DEFICIENCIES 1) PRDVDEWSUPPLIER!CM 2 IPLE CONST RUCT
ANO FLAN OF CORRECTION IDENTIFICATION NUMBER; :L ;::_;:,G foN

445457 8, WING
NAME OF PROVIDER OR SUPPLER STREETADDRI‘:‘SB. CITY, STATE, ZIP CODE
EAST TENNESSEE HEALTH CARE 485 ISPILL RD
- MADISONVILLE, TN 37358
4] 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OOF CORRECTION [+ 3]
PREFIX (EACH DEFICIENCY MUST RE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHMLD BE COMFLETION
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Observation on August 27, 201 3, at 0:00 a.m., of
the resident, In the resident's room, ina
geri-chair, revealed no hand splints andfor
wasghcloihs in the hands.

Interview on August 27, 2013, at 3:20 p.m., with
the Minimum Data Set Coordinator (MDS), In the
MDS office, confirmed the current care pian
dated July 10, 2013, did not address the
contracture or the application of the hand splints
and/or washeloths.,

Interview on August 27, 2013, at 4:00 p.m., with
the Administrator and the MDS Coordinator, in
the dining room, confirmed the hurse alde care
sheet updated July 29, 201 3, and the Nurse Aide -
Communication Worksheet failed to address the

I washcloth/splint application. _\
F 281 483.20(k)}3)() SERVICES PROVIDED MEET F281; 1
s$s=D | PROFESSIONAL STANDARDS F281 48320 @)D Services ‘
. ) || Provided  Meet  Professiona |
The services provided or arranged by the facility | Standards
must meet professional standards of quality. :
5S=p
This REQUIREMENT is not met as evidenced
by: nirement:
Based on medical record review, obsarl:ralion. _
and interview, the facilily falled to apply hand . .
splints andfor washcloths as ordered by the The vices provided or atranged by
physician for one resident (#29) of thirty-one | the facility must meet professional
residents reviewed., : standards of quality,
The findings included: 1. Residemt #29 hand splints
Resident #29 was admitted (o the faclly on | were applicd on 8/27/13 by
February 22, 2012, with readmission on June 21, 1 Restorative Aide.
If contirtuation sheat Paga 9 of 31
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F 281 | Continued From page 8 . F 281 2. All residents with finctional
2013, with diagnoses including Diabetes Melfitus, ) limitationz were audited b
Bi-Polar Disorder, Schizophrenia, Chronic Atrlal u .4
Fibrillation, Aspiration Pneumonia, Morbid the Therapy Staff for need
Obesity, and Coronary Artery Disease. for splints and to enswre
\ . proper placement on
Medical record review of the Nurse's
Admission/Readmission Assessment dated June 8/27/2013 - 9/10/2013,
21, 2013, revesled "...Confraciures: Hand 3. Administrator in-serviced ail
(Righy)... licensed nurses, Restorative
Medical record review of the June and July 2013, Aides, CNAs, Restorative
Recapitulation Orders revealed "Keep pading Nurse and or therapy
with placing 1 washeloth to both palms to keep personnel on 9/19/2013 and
nails fror digging in palms. Monitor daily." 9/20/2013 that Tl "
Medial record review of the telephone order dated Staff will apply, assess, and
August 21, 2103, revealed "Keep padding with monitor splints as ordered
washeloth or inflatable short hand orthoses to untl  tumed over
both hands to keep nails from digging into paims. . . to
Monitor daily.” restorative for maintenance.
the July and At this time, the Restorative
Medical record review of the July August : : .
2013, Treatment Administration Record (TAR) Atdes will - monitor and
revealed “Kesp padding with washcloth or document  daily - until
inflatable short hand orthoses to both hands to restoraive  services  are
keep nails from digging Inte palms. Monitor daily.” discontinued. Restorative
Further review revealad thare was an amow - surse will chart and it
drawni through the entire month from the firstto monttor
the end of the month withi a notation of "FYI” {For weekly  to  maintain
Your Information). complisnce, Once
Observation on August 26, 2013, during the lunch discontinved from
meal in the dining room, revealed the resident in Restorative services, Charge
a geri-chair, prior to and during the resident being Nurse/and or Treatment
fed, with no hand splints or washcloths in the Nurse will monitor
hands. Further observation through out the day, placement of splints daily. If
of the resident in the resident's room, white in bed any nursing staff missed the
of In the geri-chair, revealed the resident did not in-service, he or she will be
have hand splints andfor washcioths applied. 5
Event ID;8E3311 Facilty I: TNE201 if continuation sheet Page 10 of 31
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F 281 Continued From page 10 F 281 in-gerviced prior to refurn to -
work, Any new hires will be
Observation an August 27, 2013, at 8:00 a.m., of in-serviced during
the resident; in the resident's room, in a orientation
geri-chair, revealed no hand splints and/or . .
washcloths in the hands. 4. Nurse management to andjt |
daily for 30 days M-F in l
interview with Licensed Practical Nurse (LPN) #4 Moming QA and then
on August 26, 2013, at 4:24 p.m., in the resident's weekly for 3 months, then
room, with the resident present, confirmed the biweekly for 1 month wuntil
resident did not have hand splints or washcloths subsiantial compliance is
applied. achieved. If compliance is
interview with Certifled Nurse Aide (CNA) #2 on i"‘l : .mto?ﬂ‘f;mc the Completed By:
August 24, 2013, at 4:24 .m.,on the 200 hall, .
o P al Management will re-in- 0/20/2013

confirmed the resident did not have hand splints ; !
or washcioths applied since the CNAcame on |- . Service  and  continue;
duty at 3:00 p.m. monitoring until substantial |

compliance is achieved. |
Interview with LPN #5 on August 27, 2013, at
9:00 a.m., in the resident’s room, with the
resident present, confirmed the resident did not
have hand splints or washcloths applied. Further
interview revealed the Treatment Administration
Record (TAR) contained the documentation for
the monitoring of the application of the hand
splints and/or washcloths.

Interview on August 27, 2013, at 1:45 p.m., with
CNA#3, on the 200 hall, confirmed the CNA was
on dufty on August 26, 2013, and was assigned to
the resident. Further interview confimed the
hand splints andior washcloths were not applied
on August 28, 2013, during the 7:00 a.m. to 3:00
p.m. shift.

Intarview on August 27, 2013, at 4:00 p.m., with
the Administrator arxi the Minimum Data Set
{MDS) Coordinator, In the dining room, confirmed
the facility fafled to apply/monitor the hand splints

FORM CM35-2587(02-09) Previous Veraions Obsalels Event ID; 81331
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prevent new sores from developing.

This REQUIREMENT i3 not met as evidenced
b -

.
Based on facility policy review, medical record
review, review of a medical dictionary,
observation, and inferview the facliity failed to
provide prompt treatment for a pressure ulcer for
one resident (#75) of thirly-one resklents

resident #75.
The findings included:

Review of facility po¥icy Skin Care Guidelines
dated December 2012, revaaled ™...orders for

| wound care will be obtained and initiated at the
time a wound Is identified...Pressure ulcers must
-be assessed and measured at least once a

1 prominence, as a result of pressure, or pressure
1 In combinatian with shear and/for frictior:_.."

pressure sores recelves necessary treatment and
services to promote healing, prevent infection and

reviewed. The facility’s fallure resulted in harm for

week...A prassure ulcer is a localized Injury to the
| skin and/or underlying tissueusually over a boney

assessment of resident, the facility
;| must ensure that a resident who
| enters the facility without pressure
sores unless the individual’s clinical
condition demonstrates that they
were unavoidable; and a resident
having pressure sores receives
necessary treatment and services to
promote healing, prevent infection
and prevent new sores from
developing.

1. Resident #55 was Placed on
sand bed 8/17/12, and sand
bed will continue as long as
clinicaily necessary

2. Aa audit was performed on
9/19/2013 on all residents to
ensure all residents properly
treated for any existing skin
conditiql_;:s

by _ Wound
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F 281 | Continued From page 11 F 281
andfor washcioth padding as ordered by the
physician. A -
F 314 | 483.25(c) TREATMENT/SVCS TO F314| | F314 483.25 (¢) Treatment/Services
58=G | PREVENT/HEAL PRESSURE SORES to Prevent/Heal Pressure Sores
Based on the comprehensive assessment of a SS
resident, the facility must ensure that a resident =G
who enters the facliity without pressure sores
does nat develop pressure sores unless the Reguirement;
individual's clinical condition demonstrates that :
they were unavoldable; and a resident having - Based on the o hensive
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Resident # 75 was admitied to the facility on Treatment Registered Nurse
January 7, 2012, and readmitted on December and  Wound Certified
11, 2012, with diagnoses including Hypertension, LPN '
-Cirrhosis, Aphasia, Head Trauma, Right Tn?aunem ] . Each
Hemiparesis, Neurogenic Bladdes, and Decubitus resident will be assessed
Ulcer. upon admission by 2
nurses,  dail;
Medical record review of a hospital Discharge weekly skig < by CNa,
Summary dated May 26, 2012, revealed .. Admit ey sk assessments by
Date May 2, 2012, Hospital Gourse: decubfius 1-7 murses for any change
uicer on the coceygeal area had grown out in skin condition,
proteus mirabllis and MRSA (Methicilin Reslstant; 3. The Administrator was in
Staphylococcus Aureus)...patient underwent ) iced by the Resi A
muscie flap surgery for the decubitus Servi y the Regional
ulcer...aggressive wound care was Director of Operations on
done...hospital course for wound care was 9/20/2013 that any Specialty |
femarkable...wounds slowly healed up...Plan: will jtem ordered by a physician | -
need ongoing wound care at the nursing home..." will be processed |
i o |
Medical record review of the Treatment Recard :]:;ic;gmy of exp;nwtg
Dated May 2012, ravealed ™..May 28, 2012... ST - . ] }
(stage) N ulcer R buttock. . d"“‘fg‘?’ with P hy‘“.‘;la‘.‘ to
provide alternate if jtem
Meiical record review of a Weekly Wound . unavailable in a timely /
Progress Note dated May 28, 2012, revealed , manner. ANl Physicians
"...Locatlon: R buttock/sacrum ... Date of Oneat: notified via lotter op |
(s-zs-'e gJ] '«).’.zglage(ll'apﬁmarsm ?swsmlﬁsm LD 9/20/2013 that physician will
n .2 T (Centimetar .0 cm need ide lternat
{depih) 0.2 cm...Periwound: intact 8surgical scars if ite::: pmvaﬂaagl: in :
visible...no odor...resembles shearffriction...” timely manner by the
Medical record review of a Braden Scale for Administrator. The licensed
Predicting Pressure Sore Risk dated June 7, fursing staff and CNAs were |
2012, revesled Total Score 14 moderate risk...* m-serviced by
‘ Administrator, - DON, and
Medical record review of a Social Services Notes ADON on 9/16/13 on
dated June 11, 2012, reve(?led "...application preventative  skin  care,
request for-a sand bed to nsurance) i -
today...awaiting response... {a "sand bed" is a ] puntion  and  hydration.
Faclty 10: TNS201 If continuation shest Page 13 of 31
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F 314/ Continued From page 13 Fata) | DON/ADON inZserviced
fluidized air bed. Review of Mosby's Medical wound nurses e .
Dictionary, 8th Edition, 2009, revealed a fluidized bl garding
air bed: “minimizes prassure and distributes Support surfaces to promote
weight evenly over the support surface, Agentls healing was completed by
Tlow of temperature contriflad alr Is projacted 9/18/13 and 9/] 9/13. If any
upward through numeraus yiny openings called nursing staff missed the in-
ceramic microspheres.”) service, he or she wil] be in-
serviced prior to Tetern fo
Medical record review of g Weekly Wound work, Any new hires will be
Progress Note dated June 12, 2012, (two weeks in iced g
since last documented assessmaent) revealed ~S€1 '", during
".Location: R buttock/sacrum...Date of Onsat: ortentation,
5-28-12...Stage Il appears as Stage I...Siza; L 4, Adminicte
length) 12 cm (centimeter) W (width) 5.5 cm b o’ tr T"“’r' ADON, and
(depth) UTD (unable io determine)...Periwound: oun reatment Team |
denuded...Odor: yas...Exudate: moderate...Other conference  call  wig !
descriptions: Wound bed is 100 %, slough...” QSource Representativeg !
Medical record review of a Physigian's . | Julie Clark and Beth Hercher _,.
Note dated June 13, 2012, reveated *._SiP to discuss Pressure Ulcer: .
(status post) hospitalization for :wgicaheeigm of | Improvement on 9/19/2013, [ Completed By:
coccyx stage IV pressure wound..., . . . !
Coccyx wound with open areas. . iooks like wound AS participant in the CMS ! | os2072013
bed is breaking down...not on spacialty mattress QAPI Program, the facility ;
{(sand bed},..speciaity mattress ASAP (as soon as will implement 3 Pressure |
possible)...” . Ulcer Performance ’
Medical record review of a Social Sarvices Notes Improvement as focus for
dated June 13, 2012, revealed *...the precert : our QAPI initiative, Nurse
application (for the sand bed) was missing a CPT Management  will review
g;‘tg(rer:t Procedure ‘Terminology) code.. faxed new wound care of ders, and !
will review with wound carg |
Medical record review of 2 Weezgl‘f Wound nurse and doctor as needed
Progress Nate dated June 19, 2012, revealed
"...Location: R buttock/sacrum...Stage UNST for Chanl;ie of supp;t
(unstageable)... Tissue Depth Full surfaces/. : tn_lent as need
Thickness...undermining Aunneling: unknown...” daily in moming QA for 30
Facity ID: TNE201 If continuation shect Page 14 of 31
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Medical record review of a Social Services Note
dated June 20, 2612, revealed "...(insurance)
requested clinfcal info (informaﬁon) on this patient
{in relation to the dune 11, 2013 order for the
sand bed)...infa r/t {reiated lo) pressure ulcers
faxed..."

F314

Medical record review of o Weekly Wound
Progress Nols datad June 25, 2012, revesled

" n: R ck/sacrum...Tissue Type:
Necrotic/Eschar (dead tissus) Odor: yes...8-25-12
wound ¢fs (culiure and sensitivity) collected., ”

Medical record review of 4 Sociat Services Note
dated June 25, 201 2, revealed ".. calied
(insurance) today to-f/u (follow up) on status
regarding sand bed., "

Medical record review of a Soclal Services Note |
dated June 28, 2012, revealed "...spoke with

Medical record review

of a Physician's Progress

draining.. wound c/s grew out MRSA..*

Medical record review of a Weakly Wound
Progress Note dated July 2, 2012, revealed
"...Location: R buttock/sacrum...Date of Onset:
5-28-12...Stage unst appesars as
unst...Periwound: axcoration shearing from
tape...Exudate: copious...Other descriptions:;
MRSA infection. Surgeon to be called today to
have apt (appointmenty made...Pain; 0..."

! Medical record review of a Social Services Note

[ F3a14 days M-F, and then weekly
for 3 months, then biweekly .
for 1 month until substantial |
compliance is achieved. If l‘
compliance is not met, !
Administrator/Nurse
management will re-ip- ]
service and continue :
monitoring until substantial

Completed ay:
compliance is achieved.

09/20/2013

Nole dated June 30, 2012, revealed "...wound stiif.

FORMCMS—ZSB?{DQ—QQ)MWM Event ID; 813311
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F 314 Continued From page 15 . F314
' [dated Juy 2, 2012, revealed *...resident was sent
to...(surgeon) rit wounds..."

Medical record review of a Social Services Note
dated July 3, 2012, revealed *...called (insurance)
explained urgency (to recaive sand bed}...”

Medical record review of a Social Sarvices Note
dated July 8, 2012, revealed "...(Insurance) rep
(representative) statad bed was approved..."

Medical record review of a Weeakly Wound
Progress Note dated July 11, 2012, reveated

't "...Location: R buttock/sacrum...Dats of Onset:
5-28-12...Slage unst appears as Stage
{V...Undermining/Tunneling: 12 clock - 3 clock 0.5
cm...Pain: 0..."

Medical record raview of a Weekly Wound
Progress Nots dated Juiy, 16, 2012, ravealed
"...Lacation: R buttock/sacrum...Dakin's {solution
{ used to treat wound Infactions) used {o treat
MRSA,. Pain: 0..."

Medical record review of a Weekly Wound
Progress Note dated July 23, 2012, reveated
"...Location: R buttock/sacrum...Decline from last
measurement wound more friable (breakable)
today...MD notified D/T {due to) increase
drainagelador...Pain Scale: (0-10) 5..."

Medical record review of a Social Services Nate
dated July 24, 2012, revealed *.. followed up with
{insurance) today...will cont (centinue) to push
(insurance) for this...product (sand bed)...”

Medical record review of a Physician's Progress
Note dated July 27, 2013, revealed "...To Whom I
May Concern...lack of bed mobility without

FORM CMS-2587{02-98) Pravious Varsions Obsolata Event I0: 812311 Faclity |0 TNG201
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Continued From page 16
assistance...bed bound; had developed decubltus
ulcers which required surgery lo heal...done very
well only with sand bed as evidenced by faiied
surgery in past (February 2, 2012) when out of
sand bed fo support.."

Medical record review of g Woeekiy Wound
Progress Note dated July 30, 2012, revealed
"...Location: R buttock/sacrum...Exudate:
large...coplous...Odor: yes...Other description;
Abt {antiblotic) started again for tx {treatment) of
wound. Tip of coccyx bone noted..

Medical record review of a Physician's Progress
Nate dated July 31, 2012, ravealed "...wound
worsening...awaiting sand bed insurance
company approval...decubitus ulcer with wound
infection...Ptan; awaiting sand bed, surgical eval
(evaiuation) pending arrival of bed without sand
bed to help will continua to deteriorate.. *

Medical record review of g Physician’s Telephone -
Order dated July 31, 2012, revealed ~.. Please
have Social Worker check on status of sand bed
and let me know...”

Medica! record review of a Weekly Wound
Prograss Note dated August 8, 2012, revealed
"...L.oecation; R buttock/sacrum... Exudate:
coplous...Other description; deeper wound bed
from coceyx to upper Ralf of wound bed..."

Medical record review of & Social Services Notes
dated August 7, 2012, revealed "...contacted
(insurance) again...haven't recelved approved
sand bed.,,.”

Medical record review of a Woeekly Wound
Progress Note dated August 8, 201 2, reveoaled

F 314
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"...Location: R buttock/sacrum...Size: L 1WemW
10.5 cm D 2 gm...Exudate: capiaus.. Last tx order
chg (change) 6/30/12..."

Medical record review of a Weekly Wound
Progress Note dated August 8, 2012, revealed
."...Location: R Ischium...Pressure Uicer: Stage I
appears as Stage [f...Dafe of Onset;
B/8/12...Periwound: H20 (water)blister
Intact...Exudate: fiuid fitled..

Medical record review of a Weekly Wound
Progress Note dated August 8,.2012, revealed
“...Location: R Latera! Malleolus {ankie)...Date of
Onset: 8/8/12.. Pressure Ulcer: Biage IV appears
as a Stage {V...Size: L15W 2 cm D D.3...0ther
descriptions/comments: siiver surgical appllance |
noled to wound bed. The top of screw is noted..”

Medical racord review of a Braden Scals for
Predicting Pressire Sore Risk dated August 8,
2012, revealed Total Score 13 moderate risk,,."

Medical record review of a Social Services Noles
dated August 9, 2012, revealed ~.. Per
Administrator's advice this writer called a
representative of (sand bed company) to see if
they could help us get aur patient a sand bed
writer explained urgent nature of the situation...”

Madical record review of a Weekly Wound
Progress Note dated August 13, 2012, revealed
"...Location: R buttock/sacrum...Size: | 10 cm W
10.5 cm D 1 cm...Exudate; coplous,_.”

Medical record review of a Weekly Wound
Progress Note dated August 13, 2012, revealed
*...Location: R Ischium...Pressure Ulcer: Stage li
appears as Stage I...Date of Onsaet:
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8/8M2...Periwound: H20 {water) blister
intact...Exudate: fluid filled.. *

Medical record review of a Weekiy Wound
Progress Note dated Angust 13, 2012, revealed
"...Location: R Lateral Maileolus...Dato of Onsat;
8/8/12...Prassure Ulcer: Stage {V appears as a
Stage IV...Size: L2W15em D 02."

Medical record review of a Social Services Notes
dated August 14, 2012, revegled "...left VM (voice
maR)...to check on progress (of sand bed)..* -

Medical record raview of a Social Services Notes
dated August 17, 2012, revealad *...sand bed
finally arrived today...patient smiled when first laid
on it seemed to breathe easier, " )

Medical record review of a Physiclan's Telsphone |
Order dated August 17, 2013, revealed "..DIC
(discontinue) order for surgeon 1t (related to)
decubiltus ulcer by trial with sand bed...”

Medical record review of 5 Physician's Progress
Note dated August 19, 201 2, revealad "...doing
better sand bed recelved has been on it several
days wound in glitea! area healing...healing
decubltus ulcer.,.”

Medical record review of a Woeekly Wound
Progress Note dated August 20, 2012, revealed
"...Location: R butteck/sacrum...Size: L 10 em W
10 em D 1 cm...Exudate: copious...Other
description/comments: area around coccyx bone
is deaper...Other: (sand bed) 8-17-12.. "

Medical record review of a Waeaskdy Wound
Progress Noté dated August 20, 2012, revealed
"...Location: R Ischium ---Resalved...(sand bed
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Medical record review of a Weekly Wound
Progress Note dated August 21, 2012, revealed

"..Location: R Latera! Malleolus...Date of Onset:

8/8/12.. Pressure Ulcer: Stage IV appears as a
Stage IV...Slze: L. 1.8 W 0.8 cm D 0.2...0ther
descriptions/comments: silver appliance is still
visible...”

Medical record review of a Weekly Wound
Progress Note dated August 27, 2012, revealed
"...Location: R buttock/sacrum...Size: L S em W 9
cm D 0.8 cm...Qdor:
none...Undamining/Tunneling: none...”

Medical record review of a Weekly Wound
Progress Nole dated August 27, 2012, ravealed
"...Location: R Lateral Malleclus...Date of Onset:
8/8/12....Pressure Ulcer: Stage IV appears a8 a
Stage IV...Size: L1.5W 08cm D 02"

Medical record review of a Waekly Wound
Progress Noté dated September 3, 2042,
revealed *...Location: R buttock/sacrum.. Size: L
7cm W 8.5 cm D 0.5cm...Odor: '
none...Undermining/Tunneling: none...”

Medical record review of a Weekly Wound
Progress Note dated September 10, 2012,
revealed "...Location: R buttock/sacrum...Size: L
6.5 cm W 8 cm D 0.3 cm...Odor:
none...Undermining/Tunnsling: none...”

Medical racord review of a Weekly Wound
Progress Note dated September 17, 2012,
revealed "...Location: R buttock/sacrum...Size: L
6cmW 7 cm D 0.2 em...Qdor:

none.. Undermining/Tunneling: none..."

F 314
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Medical record review of 2 Weekly Wound
Progress Note dated September 24, 2012,
revealed "...Location: R buttock/sacrum...Size: L
58 cm W 6.8 cm D 0.2 cm...Odor;
none...Undermining/Tunneling: none...”

Madicat racord review revealed tha resident had
been discharged to the hospital on Septernber
30, 2012, readmitted on October 8, 2012,
discharged to the hospital on November 27,
2012, and readmitied December 11, 2012.
Continued medical recond review revasled the
resident had surgical correction of decubitus
ulcers.

Observation on August 27, 2013, at 1:30 p.m., in
the resident’s room, ravealed the resident on a-
sand bed and the wound care nurse provided
wound care/dressing change. The decubitus on
the right buttocks had two areas measuring 1) 1.5
©m x 0.8cm; 2) 0.06 x 0.5cm with no depth, odor,
and/or drainage nated.

Interview with the Social Service Director (SSD)
on August 28, 2013, at 9:00 aum., in the SSD
office, revealed the SSD stated attempted to
obtaln insurance approval for payment and
delivery of the sand bed for resident #75, June 11
to August 17, 2012. Further interview revealsed
*The facility considered paying for the (sand) bed
at the end due to the resident had not been
getting any better.”

Interview with the Assistant Director of Nursing
{ADON) on August 28, 2013, at 9:41 am., in the
Administrator's Office, revealed the residant's
physician had been notified the facllity was having
problems obtaining the sand bed. Continued

F 314
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F 314 Continued From page 21 F 314
interview ravealed the physician stated he wanted
the resldent to have the sand bed and continue to
try 9to obtain the bed).

Interview with the Administrator on August 28,
2013, at 9:43 a.m., in the Administrator's Office,
revealed the facliity did not purchasefrent the
sand bed because the facility did not have a .
contract with any of the companies fumishing
sand beds. Continued interview revealed the
facility had attempted to ge! insurance approval
for the sand bed from a sisppiler from June 1,
2012, through August 17, 2012 (67 days).
Further interview confirmed the resident’s
decubitus uicer on the R buttock/sacrum
coniinued to deteriorate and the resident
developed two more pressure ulcers.

Iintesview with the resident's physician by
telephone on August 28, 2013, at 11:40 am.,
revealed the resident had been hospitalized for
surgery related to the wounds and the surgeon

1 ordered the facility to provide a sand bed for the
resident. Continued interview rovealed the
resident had done well o a sand bed in the
hospital. Further interview revealed the physician
-} had been unsure of the time frame but stated "it
took a while for the insurance company to
approve the bed and the resident's wounds
continued to deleriorate.”

F 315 483.25(d) NO CATHETER, PREVENT UTI, F 315 F315 48325 (d) No Catheter,

$8=D | RESTORE BLADDER Prevent UTIL, Restore Bladder

Based on the resident's comprehensive
assessment, the facility must ensure that a SS=D
resident who enters the facility without an
indwelling catheler is not catheterized unless the
resident’s clinical condition demonstrates that
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catheterization was necessary, and a resident
who is incontinent of biadder receives appropriate Based on T
treatment and services to prevent urinary iract comprehensive the resident’s
infections and to restore as much normal bladder assessment,  the
function as possible. ' facility must ensure that a resideng
::o Ecm the facility without ap
. . Indweliing catheter is not
This REQUIREMENT is not met as evidenced .
by: _ catheterized ypjess the resident’s
Based on medical racord review and interview clinical condition demonstrates theg
was only occasionally incontinent of bladder and . .. .00 "
always continent of bowel was revaiuated after s resident  who s incontinent e
dedline in continence for one resident {#23) of bladder recetves appropriate
thirty-one residenls reviewad. treatment and services to prevent
{ The findings | . urinary tract infections and to restore
0= Inciuded as much normal biadder fimction as
Resident #23 was admitted 1o the facility on possible.
January 8, 2012, with diagnoses including
Cerebra) \(igscular Accident, Diabetes, 1. Resident #23 began a
Hypertension, and De jon. .
press restorative toileting program
Medical record review of a Minimum Data Set on 9/3/13.
(MDS)} dated May 9, 2013, revealand ...resident 2. On 9/10/13, ADON audited
occasionally Incontinent of urine...” Continued
medical racord review of a MDS dated May 23, and updated current census
2013, revealed " ...resident usually incontinent of list to reflect all residents
bfadder..."” who are incontinent of B/B.
Interview with the Restorative Nurse, at the The THM MDS Consultant
nurse's station, on August 28, 2013, at 9:21 a.m,, Nurse audit completed on
forcmfinned Ees_ resident had nol been reevaluated 9/19/13 to reflect any
a possible bladder program. : : idents,
F 323 483.25(h) FREE OF ACCIDENT m“?“?m‘tms‘,DON /ADON
$S=D| HAZARDS/SUPERVISION/DEVICES 3. Administrator,
in-serviced all licensed
The faciity must ensure that the resident
é.m:o:smn Fachity 10: TNG201 i continuation sheot Page 23 of 31
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F 318 Conti_nu?d From page 22 - F 315 Durses 8/30/2013 and
catheterization was necessary; and a resident 9/16/2013 that any resident
who s incontinent of bladder receives appropriate with decline in confinent
treatment and services to pravent urinary tract
infections and to restore as much normal bladder statns must have a B&B
function as possible. program initiated. If any
nursing staff missed the in-
service, he or she will be in-
:hls REQUIREMENT is not met as eviklenced serviced pror to retum to
v: . ;
Based on medical record review and inlerview o iy new hires E]l].j::;
the facility falled to ensure that a resident who orientati
was only occasionally incontinent of biadder-and rentation.
always continent of bowe! was revaluated after a 4 IDT will review any new
decline in continence for one resident (#23) of admissions,  readmissions,
thirty-one residents reviewed. and new assessments to
| The findings included: capture  incontinence  for
_ appropriate  treatment and |
.rjaaesmem:;:zg [\;!Iazs mr&w to the f"a;dcmz on : prevention of urinary tract |
Auary 1o, » Wi agnoses including . .
Cerebral Vascular Accident, Diabetes, infections and to restore as
]-lm“sion. and Depresg[on much normal bladder
Medicas iy faMin S function as possible in
record raview of a imum Data Set ; _
(MDS) dated May 9, 2013, revealed " . residant e ol A M or 2 ¢
occasionally incontinent of urine...” Gontinued yS, and then weekly for 3 | | completedey:
medical record review of a MDS dated May 23, months, then biweekly for 1 | { /2072013
2013, mv.agled " ...rasident usvally incontinent of | month  unfil  substantial
bladder... compliance is achieved. If
Interview with the Restorative Nurse, at the compliance is not met t
nurse’s stalion, on August 28, 2013, at 9:21 a.m., Administrator/Nurse
-confirmed the resident had not been reevaluated Mana . .
for a possible biadder program. agement  will re-in-
F 328 | 483.25(h) FREE OF ACCIDENT . semc?fcducate_ until
$8ap | HAZARDS/SUPERVISION/DEVICES . compliance achieved. !
The facllity must ensure that the resident ..
Event iD-a13311 Fachity ID: TNG201 If continuation sheet Page 23 of 31
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F 323 | Continued From page 23 F323| [F323 483.25 (b) Free of Accident
environment remains as free of accident hazards {Hazards/Superviston/Devices
as is possible; and gach resident recelves
adequate supervision and assistance devices to SS=p
Prevent accidents,
R’ ent:
The facility must ensure that the
;’;::is REQUIREMENT Is not met as avidenced resident envi ent ins as free
Based on medical record review, review of facillty of accident hazards as is possible,
;gvesﬂgallon. and interview, the faciiity failed to and each resident receives adequate
low Inferventions for transfening a resident to pervisi : .
prevent accidents for one resident (#8) of three S swn, and assistance devices to
residents reviewsd for accidents of thirty-one prevent accidents,
residents reviewed,
I. DON in-serviced CNA on
The findings included: 8/14/13 that resident should
Resident #6 was admitted to the facility on be transferred with a sit to
September 9, 2011, with diagnoses including, stand and to review purse
Cerebal Vascular Accident with Left Hemiplegia, ide s oots
Chronic Obstructive Pulmonary Disease, :" bt:;"f:}“m"“gm Shlfets
Diabetes, Hypertension, Paychotic Episodes, 00 ormation on how
Depression and Dementia. to care for individua]
Medical record review of the quarterty Mini rosidents,
ical record roview of the g nimum . .
Data Set dated May 10, 2013, revealed the 2 Audit of alf coment CNA’s
resident required extensive assistance of one with review and completion
person with bed mobility and fransfers. of Orientation Checklist with
Medical record raview of the Care Plan dated focus on review of paticut
March 10, 2013, revealéd, "...Sit-to-Stand with care plan on 9/19/2013 and
transfers...” and the Care Plan updated August 9/20/2013 by Murse
13, 2013, revealed, *... Transfér with assistance of Management,
1-2, use sit to stand IR...”
Medical record review of 2 Nurse Event Note
dated August 14, 2013, revealed "... New .
Event ID:81331 Fachity ID; TNG201 if continuation sheet Page 24 of 31
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F 323 | Continued From page 24 ’ F323 3. Admipistrator in-serviced
employee was attempling to transfer resident Staffin .
from wic (wheeichalr) to bed. Resident & Coordinator/Nurse
moved..leg and became unbalanced and was Management on 9/16/2013
lowered to floor without injury...” of Structured four day
Onentation program {can be

Intenview with the Director of Nursing (DON) on
August 27, 2013, at 3:00 p.m., in the DON's
office, confirmed the Certified Nursing Assistant
falled to use the required sit to stand lift (which
hiad been implemented March 10, 201 3) while
transferring the resident, and the resident had to
be lowered to the floor during the transfer.

F 425 | 483.60(a).(b) PHARMACEUTICAL SVC - F425
$5=D | ACCURATE PROCEDURES, RPH

The facility must provide routine and emergency

| drugs and bilologicals to lts residents, or ohiain
them under an agreement described In

§483.75(h) of this part. The facility may permit
unlicensed personnel to administer drugs if State
law permits, but only under the general
supervision of a Hcensed nurse,

Afacility must provide pharmaceutical services
(including procedures that assure the accurate
acquiring, recaiving, dispensing, and
administering of all drugs and biologicals) to mest
the needs of each resident.

The facility must employ or obtaln the services of
a licensed pharmacist who provides consultation
on all aspects of the provision of pharmacy
services in the facility.

This REQUIREMENT is not met as avidenced

cxtended for wp to two
weeks)  for  all  pew

cmployees. The orientation
checklist will be completed
and placed in employee fije,
once CNA is decmed
competent in all gregg
covered by  orientation
checkliat.

4 Nurse  management wil)

monitor  daily MF ip :
Morming QA times 30 days |

and then weekly  for 3
months, then biweekly for 1

month  until substantial

compliance is achieved, If !
compliance is not met |
Administrator/Nurge ,
management will  re-in- |
service/re-educate until ,
compliance is met, ]

Contpleted By:

03/20/2013
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Based on medical record review, review of
pharmacy medication delivery records, facility
policy review, and interview, the facility failed to
provide pharmaceutical services for one resident
{#97) of thirty-one residents reviewed.

The findings included:;

Resident # 97 was admitted to the facility at 5.00
p.m., on Friday, April 12, 2013, with diagnoses
including Diabetas Mellitus, Hypertension, End
Stage Renal Disease, Hemodialysis, Bradycardia,
and Coronary Artery Bypass Graft, Further review
revealad the resident Ieft the facilty Against
Medical Advice on April 16, 2013, at 0845 (845
a.m.).

Medical record review of the physician orders
datad April 12, 2013, included Phos Lo Ge! Cap
(phosphata binder) 1,334 mg bid {milligrams
twice daily), Catapres TTS-3 (hypertension) g
(every) 7 days, Dilacor XR (hypertension) 180 mg
bid, and Loniten (hypertension) 2.5 mg HS
(bediime),

Medical recard review of the physician telephone
orders dated April 13, 2013, ravealed
*...Clarification orders: Phos Lo Ge! cap 1334 mg
BID stast when available; Catapres TT5-3 q7
days start when available; Dilacor XR BID 180 mg
start when available,..”

Medicat record review of the Apri! 2013
Medication Administration Record {MAR)
revealed the following:

1.) Phos Lo Gel Cap bid: April 12 at 2100 (9:00
p.m.} and April 13 at 0900 (8:00 a.m_) were
circled;

i SVC-Accurate Procedures, RPH
§8=p

Requirement:

The  facility must provide

pharmaceutical services (including
procedures that assure the accurate
acquiring, receiving, dispensing and
administering of all drugs and
biologicals to meet the needs of eacl
resident.

L. Resident # 97 was
discharged home Against
Medical Advice on
4/16/2013.

2. Audited all current residents
10 ensure all medications
available at facility for
dispensing on 8/28/2013 by
Charge Nurses. On 9/6/13
our main pharmacy,
Ampharm secured another
back-up pharmacy which is
open 24 hours 7 days a

week, which also maintains a
greater selection of
medications,
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TAG éssmmnv OR LEC IDENTIFYING INFORMATION) H;Ea CROSS-REFERENCED TO Nc':rv)r-ve APPROPRIATE RATE
F 425 | Continued From page 26 F 425 3. Nursing management in-
2.) Catapres for 7 days: April 13 was circled and serviced licensed Iursing
there was no further documentation regarding the staff on 9/6/13 end 9/16/13
administration of the medication;
3.) Dilacor bid: April 12 at 2100, Aprif 13, 15, and on procedures/protocol for
16 at 0800, were circlad; there was no when medication is not
documentation for April 14 regarding the available,  Licensed nurses
medication administration; and no documentation mn-serviced on new addition
of any other 2100 medication administrations; of a pharmacy for back up on
and ] 9/6/13, 9/16/13, and 9/19/13
4.) Lonften at HS: Aprit 12, 13, 14, and 15 were by DON and ADON. If any ]
circled. nursing staff missed the in- !
Mecdical record review of the back of the MAR service, be or she will be in-
revealed no documentation. serviced prior to return to
work. Any new hires will be
Review of the back-up pharmacy delivery record in-serviced during
dated April 12 and 13, 2013, revealed the Phos orientation,
Lo Ge! Cap (equivalent) was delivered to the 4. Nurse Management will |
facliity on April 13, 2013, Further review revealed check all p dmissi !
no delivery of Catapres, Loniten or Dilacor. eW  acmission
orders to ensure medications
Re'vialw of the izlaain pharmagyldeﬁvet}f r::::rfddmy are available daily M.-F for
revealed medications were delivered to a
on April 16, 2013, at 5:22 p.m., after the resident 20 days and then woekly for
had left the facility, 3 months, then biweekly for
1 month wuntil substantia]
Review of the faciity policy entitled "Admisslons™, compliance is achieved. If
.1 dated July 2013, revealed *...2.) Nurses are not i ot Admirzcn-::dand Complated By:
respansible for checking off Physician , sirator 09/20/2015
Orders...and seeing that orders are followed. Nurse Management will re- :}
This includes transcribing orders onto MAR and in-service/re-educate until
notifying Pharmacy...” substantial compliance is
Review of the facility policy entitted achieved.
"Documentation Of Med (Medication) Pass”
ravealed *...Omissions dus to refusal,
hospitalization,leaves, etc. must be noted on the
MAR with explanation on the back...”
| ‘ Evert 1D:813311 Facilly 0; THG201 If continuation sheet Page 27 of 31
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Interview on August 28, 2013, at 8:20 a.m., with
the Assistant Director of Nursing (ADON), in the
ADON's office, confirmed the Madication
Administration Record (MAR) with circled
medication meant the medication had not besn
administered. Further interview confirmed the
facility faied to follow their policy to document the
reason for the failure to administer the
medication.

Interview on August 28, 2013, at 8:40 am., by
phona with the back-up pharmacy pharmacist,
revealed the facllity sent the physician orders to
| the pharmacy on April 12, 2013, Further interview
revealad the facility had crossed out the Phos Lo
Gel Cap sind the Catapres was not complately
written and was crossed out on the document
provided to the pharmacy. Further interview
confirmed the Loniten and Dilacor were not in
stock and not provided to the facility. Further
interview revealed the facility sent another r
pharmacy request on April 13, 2013, for Phos Lo . , :
Gel Cap, Catapres and Dilacor. Further interview
confirmed the pharmacy did not have Catapres or
Dilacor in stock and did provide the facility with
the Phos Lo Gel Caps onAprit 13, 2013, Further
interview révealed the pharmacy could not break
a box of thirty count of Catapres.

Interview on August 28, 2013, at 10:09 a.m. in the
private dining room, with tha ADON, confirmed
the back-up pharmacy and the main pharmacy
falled to provide the medication as prescribed by
the physiclan from admission, on April 12, 2013,
through the discharge, on April 16, 2013, for Phos
Lo Gel Caps, Loniten, Catlapres and Dilacor.

¥ 428 483.60(c) DRUG REGIMEN REVIEW, REPORT F 428
ss5=p | IRREGULAR, ACT ON
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The drug regimen of each resident must be Review, Report Irvegular
reviewed at least once a month by a licensed
pharmacist, §S=b
The pharmacist must report any iregularities to uirement:

the attending physician, and the director of

nursing, and these reports must be acted upon. The drug regimen of each resident

must be reviewed at least once a
month by a licensed pharmacist, The
pharmacist must report amy

This REQUIREMENT is not met as evidenced imegularities to the attending
bg= 4 edical record revi ha : | physician and the director of nursing
ased on medical review, pharmacy
racommendation review, and interview the facillty and these reports must be acted upon.
falled fo ensure a pharmacy review was acted . .
upon timely for one resident (# 20) of thiry-one 1. Resident # 20 received
residents reviewed. medication reduction on
| _ 8/17/2013:
‘“The findings included: 2. An Audit of all P oy
Resident #20 was admitted to the facility on June Recomtuendations was
5, 2008, with diagnoses including Organic Brain completed on 8/28/2013 by
Syndrome, Insomnia, Dementia, and Psychosls DON
‘with Agitation. DON.
. 3. The Director of Pharmacy |
'{ Medical record review of the Physician dote) _ services  in-serviced  the |
| Recapitulation order's for July {no signed date), ' harmsa
revealed " ...Cilalopram (antidepressant g 1971 3‘?’ °°If:“""ms on |
medication) ...40 mg {(mlligrams) ...one lab ' "0 provide reports to
(tabiet) by mouth at bedtime. Review of a the facility no more than 3 :
pharmacy recommendation print date July 30, business days from the date
2013, revesled " ...might ba appropriate to of eo nsulting The
d 8 the Citalopram dose .." .
screas pra Pharmacy Consultant wil?
Medical record review of a Physician telephone + make every efforl to send
crder dated August 17, 2013, revealad " ...change :
Faciity 1D: TNE20} If comiinuiation sheet Page 29 of 31
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these reports electronically
but will also provide a paper
copy via intercompany mail
delivery. Adminisitrator in-
serviced DON or desipnee
on 9/16/2013 to contact
doctors regarding any reports
to be acted upon via fax,
phone, or personal delivery.
If no response in timely
manner, the medical director
will be notified to intercede
to mainlain compliance.

Nurse  Management to
monitor monthly 3 months,
then quarterly 6 months until
substantial compliance is
achieved. If compliance not
met, Administrator will re-

in-gervice/educate until
substantial compliance is
achieved.
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celexa (citalopram) to 10 mg PO (by mouth) ...x
{for) 1(one) week and d/c {discontinue)...”
Interview and medical record review with the
Director of Nursing (DON) on August 28, 2013, at
11:07 a.m., in the DON dffice, confirmed the
pharmacy recommendation was not acted upon
until eighteen days later.
F 441 483.65 INFEGTION CONTROL, PREVENT Fa41| |paqa
$5= | SPREAD, LINENS
The facility must establish and maintainan 483.65 Infechnn Control, Prevent
Infection Control Program designed ta provide a Spread, Linens
safe, sanitary and comfortable environment and
to help prevent the development and transmission S8=E
of disease and infection.
(a) infection Control Program Requirement:
The facility must establish an Infection Control . .
Program under which it - - The facility must establish and
(1) Investigates, controis, and prevents infections - | maintain  an Infection Control
in the facilty, Program designed to provide a safe
(2) Decides what procedures, such as isolation, | Frosram Cesigned to pro '
should be applied to an Individual resident; and sanitary and comfortable
(3) Maintains a record of incidents and cormrective environment and to help prevent the
actions related to infections. | development and transmission of
(b) Preventing Spread of Infection disease and infection.
(1) When the Infection Cantiol Program
determines that a resident needs isolation to 1. Shower room #2 cleaned
prevent the spread of infection, the facility must immediately 8/26/2013.
isolate the resident. :
() The facility must prohibit employees with a 2. Both shower rooms a“d‘lﬁ
communicabiie disease or infected skin lesions _on 8/26/2013 to ensure
from direct contact with residents or their food, If maintains a sanitary area by
direct contact will transmit the disease. urses.  Licensed
(3) The facility must require staff to wash their Charge N dit shower rooms
hands after each direct resident contact for which nurses to audit show |
r-;omcua-zsai'(oem.} Pravious Varsions Obsalete ' Event [D: 813311 Facilty ID: TNG201 © H continuation sheet Page 30 of 31
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d ittine
hand washing Is indicated by accepted 10 chsope peuy e rounds
professional practice. O ensure compliance.
3. DON/ADON in-serviced
(c) Llnens nursing  staff on  proper )
Personne! must handls, store, process and procedure  for  infection |
transport linens so as to prevent the spread of control and removal of fecal
infection. material when in shower
room sefting and in-serviced
Licensed Nurses for daily |
This REQUIREMENT is not met as evidenced auditing on  8/26/201 3,
by 8/30/2013, 9/10/2013 and
Based on observation and interview the faclitty 9/16/2013. If any nursing
falled to maintain a sanltary shower room for one staff missed the in-service
of two showers. hq or she will be in-serviced
6 findings Included: pnurt_oretumtowork. Any
The findings included new hires will be in-serviced |
Obsarvation during the inftial taur on August 28, during orientation, ;
2013, at 8:45 a.m., revealed in shower room #2, 4 Interdisciplinary Team to
three medium size brown fecal debris areas on make monitoring rounds to
floor. . .
the floor., ensure compliance daily M-F |
interview with register nurse (RN) #1 at the time for 30 days and then weekly ;
'| of observation, confirmed the areas of brown for 3 months, then biweekly
debris were to have besan cleaned. for 1 month until substantia]
Interview with the Assistant Director of Nursing on compliance is achieved. The
August 27, 2013, at 8:22 a.m., in the conference Infection Control Commitiee
room, confirmed the Certified Nursing Assistants will conduct random rounds
were {o clean up all body fluids at the time of :
OcCuUrance. to ensure Infection Control :
Protocol  compliance s
maintained for six (6) weeks.
Findings will be reported in
the moming QA meeting, If £
Event 1D;013311 Facilty 1D; TNGZ01 i continuation sheet Page 31 of 31
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